Major American cities are a crucible in which all the elements that afflict the nation's health care system are combined and intensified. Large cities have high concentrations of poverty, high unemployment, large numbers of uninsured families, significant minority populations (including large numbers of documented and undocumented immigrants), and fiscally strapped public hospital and clinic systems. In these environments, Medicaid is a major source of funding health care for low-income populations and helps ensure the economic viability of urban safety net hospitals that serve the poor and uninsured.
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have had lengthy gaps in coverage; in fact, 51% have had gaps of one year or longer.
T H E IMPORTANCE OF M E D I C A I D
The ranks of the uninsured would be even larger were it not for Medicaid, which covers 59% of poor people under age 65. A recent analysis of low-income urban residents of five states--Florida, Minnesota, Oregon, Tennessee, and Texas--found that 26% of those with incomes below 250% of the federal poverty level were uninsured. Another 24% were covered by Medicaid, and most of the remaining half of low-income adults were covered by private health insurance plans ( care they received as fair or poor, compared with 18% of those who had been insured throughout the previous two years (Fig. 10 ). For those who had been recently uninsured, 29% rated their care as fair or poor. Similarly, the uninsured were more likely to rate their doctor as fair or poor (18%) than those who had been continuously insured (10%). Time spent with a doctor was also viewed as unsatisfactory by the uninsured to a greater extent than by the insured: more than one-fourth of the uninsured (28%) rated "time doctor spends with you" as fair or poor, compared with 22% of the continuously insured.
These differences across groups and across major cities are thought provoking, but at present, there is little research to help understand the reasons behind them. Such analysis to determine the difference that Medicaid coverage, managed care, and public hospitals make in high-risk populations' ability to obtain needed care should be a high priority. Monitoring the fate of public hospitals and community health centers as market changes divert revenues from traditional Medicaid providers is also important. If, as seems likely, safety net health care providers undergo increased financial difficulties, their ability to serve the uninsured may be curtailed.
M E D I C A I D M A N A G E D C A R E
Fiscal pressures on safety net providers are exacerbated by the rapid movement toward Medicaid managed care by state and city governments that seek to control costs) ~ Waivers have permitted some states to enroll beneficiaries mandatorily into managed-care plans, and other states have encouraged marketing by managed-care plans to Medicaid beneficiaries. As a result, enrollment in the program has grown rapidly: from 1991 to 1995, the proportion of beneficiaries enrolled in managed care tripled, going from 10% to 30%. In 1996, more than 13 million
Medicaid beneficiaries, or 40% of total Medicaid enrollment, were in managedcare plans. 11
The cost, quality, and access implications of this move to Medicaid managed care are sketchy. 12 Much of the research is based on old data and old plans, will be a major challenge as the city makes the transition to mandatory managedcare enrollment, and monitoring and evaluating the impact of the shift will be extremely important.
Examining the continuity of care for urban low-income populations will also be important. Medicaid coverage is often short term (28% of non-elderly women are covered for one year or less), 6 and poor and near-poor people move on and off the program as they get or lose a job, become pregnant or have a child, and get married or divorced. Continuity of care is often lost when beneficiaries lose and gain eligibility, because they must often change plans or physicians with new enrollment.
POLICY IMPLICATIONS
The stress points within the US health care system are fully exposed within the nation's largest cities. Substantial proportions of urban residents are living in poverty and do not have health insurance, even when they are in working families. These individuals face numerous barriers to accessing needed medical care and are confronted with large cost burdens when they do receive care. In addition, many urban residents experience lengthy interruptions in insurance coverage, which threatens the quality and continuity of their care. Substantial minority and immigrant populations, which have a disproportionate share of low incomes and lack of insurance, face additional problems accessing care that is culturally competent and that recognizes the heterogeneous nature of urban communities.
SAVCTY NzT PROV,OERS
Set against such challenges, the crucial role of safety net providers is even more apparent. Public hospitals and major teaching hospitals need financial and political support to become more efficient and competitive as the health care landscape is reshaped by managed care. Policy makers can assist these providers in preserving their ability to serve the uninsured; creative approaches in Hawaii and
Washington, for example, contain provisions that are favorable to Medicaid managed-care plans owned and operated by community health centers. I4 Strategies such as automatic enrollment formulas should be encouraged, to strengthen providers who care for uninsured and underserved populations.
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Preserving and strengthening Medicaid is also critical to ensuring access to medical care for urban populations. Welfare reform legislation retained eligibility for Medicaid for most women on welfare and their children, but vigilance is required to ensure that eligible mothers and children are enrolled. Because the legislation did affect coverage for legal immigrants, institutions that serve large immigrant populations may face increased financial burdens.
As Medicaid managed care continues to grow, it will be necessary to ensure The major fiscal strategy for large cities to pursue in the absence of federal and state fiscal responsibility is to try to redeploy resources currently within the health care system to ensure access to care for all. In the past, some state governments have created pools for financing care for the indigent by assessing surcharges on all hospitals to reimburse those that care for the uninsured. This concept could be extended to managed-care plans by assessing surcharges on all plan revenues to subsidize the purchase of coverage for the uninsured.
The nation, and large American cities, in particular, cannot afford to continue to ignore the growing number of uninsured residents. The evolution of the health care marketplace will make it increasingly difficult for the uninsured to obtain free or subsidized care. Those safety net institutions--whether they be public or nonprofit hospitals and health centers--that continue to serve those who cannot pay will come under increasing financial strain as the burden of caring for the uninsured and underinsured is concentrated in fewer institutions. Until all residents have access to health care that is affordable and of high quality, the promise of America's cities as centers of opportunity will remain unfulfilled.
